Background Open and patient-tailored guidelines have been recommended as the preferred visitation model in critical care settings; however, many critical care units continue to restrict visitation. Objectives To determine whether a transition from minimally restrictive to unrestricted visitation hours improves satisfaction of patients' family members and whether such a transition affects nurses' satisfaction and nurses' perceptions of satisfaction among patients' families. Methods Using a prospective, observational design in a 24-bed intensive care unit in a tertiary care hospital, validated instruments were used to survey family members visiting patients and all nurses working in the unit before and after a change in the visitation policy. Visitation hour guidelines were changed from closed during nursing hand-off report (3 hours daily) to open at all times, depending on patients' preference and clinical status. Results One hundred three family members (50 before and 53 after the change in visitation guidelines) and 128 nurses (61 before and 67 after the policy change) were surveyed. Unrestricted visitation hours significantly improved family members' satisfaction with the convenience of visitation hours and waiting room ambiance, and nurses' perceptions of families' satisfaction also improved. Conclusions Elimination of even minimal restrictions on visitation hours improved family satisfaction and improved nurses' perceptions of family satisfaction with the visitation policy. Nurses' satisfaction did not change. These findings support open and patient-centered visitation guidelines in critical care settings.
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V isitation restrictions for critically ill hospitalized patients commonly specify who can visit patients (eg, immediate family only) and when visits can occur (eg, at scheduled intervals). 1, 2 Such restrictions can be stressful to patients with support persons outside of the traditional immediate family. 3 In April 2010, President Barack Obama released a presidential memorandum regarding patient visitation policies. 3 In response to this memorandum, the Centers for Medicare and Medicaid Services developed new regulations requiring hospitals to adopt written visitation policies that clearly identify visitation restrictions and the rationale for those restrictions. 4 Open visiting guidelines allowing patient-tailored visitation is the recommended model in critical care settings. 5 Still, many critical care units continue to impose visitation restrictions without regard to patients' expressed interests. [6] [7] [8] Although open or flexible visitation is an important component of patient-and family-centered care, 2 many nurses and physicians continue to express concerns about this visitation model. Patient and staff safety, staff workload, patient privacy, and adverse changes in patients' physiology have all been cited as concerns related to open visitation. 7, 9, 10 Numerous studies have demonstrated that liberalization of visitation hours can lead to improved satisfaction of patients' families, [10] [11] [12] [13] [14] patients, 12, 14, 15 and nurses 10, 11, 12 without adverse effects on clinical outcomes. Some studies have even demonstrated that family visitation can lead to improved cardiovascular outcomes for patients. 16, 17 However, no studies to date have simultaneously assessed whether a change from a minimally restrictive policy (ie, restricted for 3 hours per day) to a completely unrestricted policy (ie, open at all hours depending on the patient's preference and clinical status) influences satisfaction of both patients' families and nurses. 11 We sought to determine whether such a transition in visitation hours in a mixed-profile intensive care unit (ICU) would improve the satisfaction of family members, whom we defined as family members or friends. Secondarily, we sought to determine whether the transition from minimally restrictive to unrestricted visitation influences satisfaction among nurses.
Materials and Methods
The study was conducted in the 24-bed shock trauma ICU of Intermountain Medical Center, a tertiary-care academic hospital in the Western United States. The pre-policy-change phase of the study was conducted from January 16 to January 26, 2012. The post-policy-change phase of the study was conducted from August 13 to October 9, 2012. The post-policy-change phase was significantly longer than the pre-policy-change phase because the patient census was lower during the post-policy-change period. The visitation guidelines were changed on February 6, 2012, from restricted visiting during the hours of 7 Am to 8:30 Am and 7 pm to 8:30 pm for nursing hand-off report, to open visitation with no restrictions 24 hours a day dependent on patients' or family spokespersons' preference and clinical status. Whereas the restricted policy limited the number of visitors to 2 at a time per patient, the new policy placed no universal maximum on the number of visitors allowed at 1 time; rather, the number of visitors was determined by the patient's or the family spokesperson's preference and clinical status.
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Family Satisfaction
We included English-speaking persons over the age of 18 years who were visiting patients admitted to the study ICU. We used a convenience sampling technique and invited all family members present at the time of survey administration to participate. Consenting participants were given surveys and instructed to return completed surveys to the ICU secretary in a sealed envelope. We measured family satisfaction by using the visitor version of the validated survey instrument, "Questionnaires Measuring Satisfaction With Old and New Visitation Policies." 11 Higher scores indicated greater satisfaction. No demographic information was collected for patients' family members.
Nurse Satisfaction
We measured satisfaction of the nursing staff by using the nurse version of the validated survey instrument, "Questionnaires Measuring Satisfaction With Old and New Visitation Policies." 11 In addition to this survey instrument's 11 13 Likert-scale questions, to evaluate nursing satisfaction with a change in the visitation policy, we included the following demographic questions: age, years of experience as a nurse, years of experience in critical care, personal history of hospitalization, previous hospitalization of a family member or close friend, and highest degree obtained (see Table) . We included nurses employed in the ICU during the study period. Higher scores indicated greater satisfaction.
Statistical Analyses
We separately analyzed nurse and visitor questionnaires by using principal components analysis. Principal components analysis allowed us to determine which common constructs, if any, the questionnaires were measuring. Principal components analysis also helped establish questionnaire validity by determining which underlying constructs were measured. Next, we checked the reliability of the questions loading onto each component with a Cronbach α test of internal consistency. Components with a Cronbach α of at least 0.70 or higher were retained for further analysis. Questions loading onto the same components were aggregated to create overall component values. Aggregation was carried out by adding the responses to questions representing a specific component, then dividing by the number of questions that comprised that component. Aggregated component values were then compared with tests of statistical significance. Our use of principal components analysis thus allowed us to perform additional instrument validation and limit the number of comparisons, as opposed to using the raw, item-level responses to the full questionnaires.
Because of the relatively small sample size, we lacked statistical power to adequately compare multiple component measures across time periods using the Hotelling multivariate t 2 test. Thus we compared single-component measures before and after the visitation policy change by using univariate t tests. Finally, we evaluated associations between nurse demographics and survey satisfaction component measures by using analysis of variance. All analyses were performed in IBM SPSS version 19.0.
Results

Family Satisfaction
During the prechange period, 61 family surveys were distributed and 50 (82%) were returned. During (20) 4 (7) 11 (18) 13 (21) 12 (20) 9 (15) 3 (5) 9 (15) 7 ( the postchange period, 64 family surveys were distributed and 53 (83%) were returned. We identified 3 components within the family surveys representing 34.7%, 14.1%, and 9.7% of the variance in the responses. The 3 components accounted for 58.6% of the total variance. These 3 components were waiting room ambience (eg, "the waiting room is restful and quiet," a total of 5 questions), visitation hour time and convenience (eg, the visitation hours "are convenient for my schedule," a total of 4 questions), and interactions with hospital staff (eg, "I feel like I am in the way," a total of 3 questions). Reliability analysis produced a Cronbach α of 0.81 for waiting room ambience, 0.83 for visitation hour time and convenience, and 0.53 for interactions with hospital staff. Removing questions did not significantly increase Cronbach α values. Because the Cronbach α for interactions with hospital staff was low (0.53), indicating low internal consistency, this component was excluded from further analysis.
Comparing component scores before and after the policy change by using t tests, we found that measures of visitation hour time and convenience were significantly higher after the change in visitation policy (4.41 vs 3.87, P < .001), and measures of waiting room ambience was significantly higher after the change in visitation policy (3.53 vs 3.17, P = .02).
Nurse Satisfaction
During the prechange period, 83 nurses worked in the study ICU. Of these, 61 (73%) responded to the prechange survey. During the postchange period, 87 nurses worked in the study ICU. Of these, 67 (77%) responded to the postchange survey. Of all nurses invited to participate in the study, 80 were employed during both before and after the change in visitation policy. The nurse respondents during the prechange period did not completely overlap with respondents during the postchange period. Three nurses who were employed during the prechange period were not employed during the postchange period. Seven nurses employed in the study unit during the postchange period had not been employed on the unit during the prechange period.
Three components for the nurses' responses were identified, representing 32.4%, 18.3%, and 9.3% of the variance, accounting for 59.98% of the total variance. These 3 components were family interference (eg, "I think visitors interfere with the time I need to do patient care," a total of 5 questions), perceived visitor satisfaction (eg, "visitors do not seem satisfied with the amount of time for visiting hours," a total of 3 questions), and keeping visitors informed (eg, "I feel that I do a good job of keeping the family informed of the patient's condition," a total of 2 questions). Reliability analysis produced a Cronbach α of 0.81 for family interference, 0.74 for perceived visitor satisfaction, and 0.53 for keeping visitors informed. Removing questions did not significantly improve the Cronbach α values. Because the Cronbach α for keeping visitors informed was low (0.53), this component was excluded from further analysis.
Comparing component scores before and after the policy change with t tests, we found that nurses' perception of visitor satisfaction was significantly higher after the change in visitation policy (3.94 vs 3.60, P = .03). The family interference component score did not change significantly (3.34 vs 3.35, P = .94).
Finally, we found that nurse demographics (see Table) were predictive of nurse component measures. Nurses who had been hospitalized perceived that families were less satisfied than did nurses who had not been hospitalized (3.35 vs 3.81, P = .03). Nurses with 15 to 20 years of nursing experience were more likely to perceive families as interfering with clinical care than were nurses of all other levels of experience (2.10 vs 3.28, P < .001; lower scores indicate worse perception of family interference).
Discussion
Eliminating even minimal visitation restrictions was associated with significant improvement in family satisfaction, both with the convenience of visitation hours and the waiting room ambiance. Although improved family satisfaction with less restrictive visitation policies is consistent with results of prior studies, 2, 7, [10] [11] [12] [13] [14] improvement in the waiting room experience has not previously been demonstrated. One reason for the improved satisfaction may be that family members who spend less time in the waiting room may perceive it more favorably.
We also discovered that changes in visitation guidelines significantly improved nurses' perceptions of family satisfaction with the visitation policy. This finding is consistent with a prior study evaluating family and nursing satisfaction with a liberalized visitation policy. 11 No statistically significant change was found in nurse-reported family interference with their clinical care. Notably, the few nurses with 15 to 20 years of experience perceived more family interference than did nurses with all other levels of experience on both the prechange and the postchange assessments. This difference may be a reflection of a particular phase in a nurse's career or a training difference during the time these nurses were trained; this might also reflect chance variation, as few nurses Eliminating even minimal visitation restrictions was associated with significant improvement in family satisfaction.
were in that category. Further study is required to answer this question.
Nurses who had previously been hospitalized felt that patients' families were less satisfied with the visitation policy than did nurses who had never been hospitalized in both the prechange and postchange periods. The reasons for this difference are unknown, but it could be related to increased empathy among nurses with history of a prior hospitalization or it could reflect nurses' extrapolation from their personal experience.
The results from this study support unrestricted visitation within the ICU and demonstrate that even ICUs with minimal visitation restrictions would most likely observe improved family satisfaction (without adversely affecting nurse satisfaction) by further liberalizing their visitation policies. The generalizability of these findings to other critical care and hospital environments is, however, limited by this study's small sample size and convenience sampling techniques. Because we did not collect demographic data on patients' families, we could not evaluate possible relationships between demographics and satisfaction among family members. Because our nurse samples included respondents who may have responded to only 1 survey, we used t tests of independence when comparing component values across prechange and postchange periods. In addition, our study population differed slightly (we do not treat patients after cardiac surgery) from the population for which the nurse and visitor versions of the "Questionnaires Measuring Satisfaction With Old and New Visitation Policies" were developed.
11 However, because we were able to establish validity by using principal components analysis and reliability by using Cronbach α, we believe that this instrument was appropriate for our setting.
Conclusions
Changing from minimally restricted to unrestricted visitation improved family satisfaction in a large, mixed-profile ICU. Nursing perceptions of family satisfaction with the unit's visitation policy also improved. The change in visitation guidelines did not adversely or positively affect nurse-reported interference with their clinical care. Consistent with recent guidelines, 5 our findings support unrestricted visitation as part of patient-and family-centered critical care. 
